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000 Initial Comments 00n

| Report by Paul Dixon |

| DHSR Construction Section conducted a Biennial
IEur‘u'Ew an March 19, 2015 from 12:20 PM to 1:30 | |
| PM at the abave referencad facility. DHSR
records indicate the home was first licensed on |
October 1, 1970, Licensure rules at that fime
anly allewed for a maximum of five residents,
Effective February 1, 1883 the building code was | |
| amended to allow for a masimum of six all [
| ambulatory residents. This facility is currantly |
licensed as & Family Care Home for six {B)
| ambulatory Residents (able o evacuate and i
respand withaut any physical or verbal assistance |
during a fire or other emergency). Based on this |
information we are requiring the home to maintain
compliance with the following: the 1984 Family
Care Homes Minimum Standards and | |
Regulations, the applicable portions of the 2005
| Rules 108 NCAC 135 for Family Care Homeas, |
| the 1978 Rev 5 Morth Carolina State Building
| Code - Section 404.1{g) - Residential Care
Facilities.

|
Af the time of our visit, we cited deficiencies that [
require an acceptable plan of correction. They |
are as follows: |

C 174 Building Equipment Maintained Safe, Oparating 174

| SECTION .0300 - THE BUILDING I
108 MCAC 136G 0317 BUILDIMG SERVICE | [
EQUIPMENT : |
{a) The building and all fire safety, electrical,

{ mechanical, and plumbing equipment in a family .

| cara home shall be maintained in a safz and |
oparating condition, _

[ (J] This Rula shall apply to new and existing | _

| family care homes. '
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C 174 | Continued From page 1 G174

This Rule is not mat as evidenced by:

[ 1. In the kitchen range hood, the filter is missing |
Locate or obtain a filter and install it in the range -puff ggy,.f,ﬂufu & '?/42/15' l

[ hood. Proof of completed work must be provided
by way of receipts, invoicas, photographs, ete,
Forward proof of completed work with vou plan of |

| correction.

2, In the Bathroom next to the kitchen, the
exhaust fan is frozen up, and the fan cover is
| clogged with dust. Have the cover cleaned and 45 "?,.I’a,-'fs"
have a gualified technician investigate and |
| repairfreplace the fan. Proof of complated wark
must be provided by way of recaipls, invoices, [
photographs, efc. Forward proof of completed |
work with vou plan of correction. |

2. In the laurdry room and in Bedroom #3, there
| i5 & ceilimg Hght in each room with no bulb. The P, y .

siaff on site siated that the lights do not work ,ﬁ - . y?:va-‘;
Either have the lights repaired or have a qualified > llr ﬂﬂ':?ﬁ
technician remave the light fixtures, cap the wires '?f/ﬁ' '!‘!"".I'F S |
[ and install a Banking plate on the alecirical |
boxes, Proof of complated wark must be

provided by way of recelpls, invoices, :
| photographs, etc. Forward proof of completed |
| work with vou plan of cormection.

C 183 Qutside Pramises-Clean, Safe | G183 ‘

| SECTION 0200 - THE BUILDING

[ 1048 NCAC 135G 0318 OUTSIDE PREMISES

! (@) The outside grounds of new and axisting
family care homes zhall be maintained in a clean |
and =afe condition.

{ 1. Onthe right side of the front porch, there is a

| This Rule i3 not met as evidenced by: . ‘
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saction of soffit mizsing above the antry ramp. [
Have the missing section of soffit replaced. Proof|
of completed work must be provided by way of ¢ - mfr Fier - Pt LI /'u{Iz. ff ¢
recaipis, invoices, photographs, efc. Forward ' . ¢
proof of completed work with you plan of . bomnf e I
carrection,

| 2. Onthe left side of the front porch, thera s a

gection of aluminum fasclia migsing exposing raw

wood to the elements. Have the missing section - & '?f‘?)'f-"f'-

| of fascia replaced. Proof of completed work must

| be provided by way of receipts, invoices,

| photographs, ete. Forward proof of completed
work with you plan of correction,
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